BACKGROUND/OBJECTIVES: Recommendations state that all hospital patients should be screened for malnutrition and for each level of risk, a suitable care plan should be available. This study investigates current practice at ward level regarding adherence to a care plan generated from a nutrition screening tool, and then aims to improve basic nutritional support actions by modifying a care plan and finally evaluates change in practice. SUBJECTS/METHODS: Pro formas were completed on nutrition care plans of 100 patients. Subsequently, 7 focus groups were conducted, which included 30 ward staff and 6 dietitians. Care plans were re-designed using information from focus groups, followed by a second set of pro formas on the care plans of 103 patients. RESULTS: Themes regarding barriers and facilitators for completion of care plans were derived from the focus groups including: 'duplication', 'time pressures', 'leadership support', 'operational issues', 'document style' and 'training'. Pro formas before and after re-design showed that nutritional support actions increased from 13 (9%) to 98 (52%) for patients at moderate or severe risk of malnutrition (P ¼ 0.033). CONCLUSIONS: Focus groups allowed engagement with ward staff to explore how care plans were used, which assisted in re-designing the care plan, while the pro formas identified limitations of initial procedures and then evaluated change. Subsequently, basic nutritional support actions that resulted from screening improved. The suitability of care plans to facilitate basic nutritional support and documentation was enhanced. However, improvements are still required, emphasising the necessity for continued training and a strategic approach to the delivery of basic nutritional care.
INTRODUCTION
Nutritional screening has been recommended by a number of reports including Food and Nutritional Care in Hospitals, 1 Nutrition Support in Adults, 2 Essence of Care 3 and Patient Environment Action Teams Assessment. 4 Malnutrition in hospitals was reported as 34, 26 and 22% in acute units of differing sizes in a European study. 5 In a recent UK survey, malnutrition was evident in 28% of patients admitted to hospital. 6 Malnutrition is associated with muscle wasting, decreased mobility, impaired respiratory and cardiac function. 7 Nutritional screening should be part of routine initial assessment procedures for all patients and be undertaken in the first 24 h of admission, and then repeated weekly. 2 Identification of patients who are malnourished is the first stage in addressing the issue of malnutrition in health-care settings. Nutritional treatment for patients identified at each level of risk then needs to be implemented and documented appropriately. Hospitals need to have protocols in place to indicate what actions should be taken when a patient is identified as malnourished or at risk of malnutrition. It is recommended that protocols need to show both the actions that should be taken and how these are monitored. 8 A recent review of nutritional care concluded that the impact of each part of the nutritional pathway and interventions requires further evaluation. 9 A recent survey reported that basic delivery of nutritional care was found to be below acceptable standards in some UK institutions. 10 Basic nutritional care includes: assistance to complete menu choice; assistance to prepare for meals; assistance to eat and drink; documentation of an agreed plan of care; completion of food record charts; and appropriate referral to a dietitian.
Nutritional screening has been shown to increase the recognition of malnutrition in medical and surgical patients, 11 whereas other reports have shown an inadequate uptake of screening initiatives. 12 Brugler et al. 13 demonstrated improvements in timelines for nutritional support intervention, decreased hospital length of stay, reduced complications and readmission rates with the implementation of nutritional screening. Standard care has been compared with nutritional screening combined with assessment of dehydration and dysphagia, and it was shown that screening positively influenced weight, hospital infection rates, pressure sores and hospital length of stay.
14 Appropriate referral to a dietitian was demonstrated as a benefit of a screening programme by O'Flynn et al. 15 However, there is little evidence in the literature that screening results have initiated differing aspects of basic nutritional care at ward level or improved documentation in a multidisciplinary integrated care plan (ICP). Adherence to a care plan is paramount to the successful implementation of a screening programme if patient outcomes are to be improved.
This study aims to evaluate and improve the delivery of basic nutritional care at ward level. Initial objectives were to determine adherence to an ICP derived from nutritional screening, and secondly to conduct focus groups to explore barriers and facilitators in relation to utilisation of an ICP, then to re-design the ICP, and finally to evaluate practice with the new ICP at ward level.
MATERIALS AND METHODS
A pro forma was completed to establish current ward practice following screening with the Malnutrition Universal Screening Tool (MUST) from a prospective review of case notes. Focus groups were then run to explore how basic nutritional care was delivered at ward level and identify changes that could be made to improve care and completion of documentation. From the focus groups, an ICP was produced and then evaluated by a second ward pro forma to review case notes. Figure 1 is a flow diagram showing the mix of quantitative and qualitative research design with timelines for the project. The initial care plan outlined basic nutritional support actions for each level of malnutrition risk arising from completing MUST at ward level. Members of ward staff completing MUST started the ICP. Actions outlined for patients scoring 1 on MUST 'at risk' of malnutrition were the initiation of food record charts for 3 days; offering supplementary snacks and build up drinks; assistance to eat and drink if appropriate; assistance to complete menus; formulation of a nutritional plan and discussion of this with the individual and their relatives. These actions also applied to patients who scored Z2 and were at a 'high risk' of malnutrition. The actions assigned to each risk category were based on guidance on MUST management plans 2 and on a pragmatic base as all patients identified as at high risk would be required to see a dietitian. In addition, the ICP gave instructions for all patients in the 'high risk' category to be referred to a dietitian. The actions were documented on the care plan in the form of a table with allocated space to document completion of nutrition support actions for each week day. The ICP also referred to food record charts, prescription charts, medical and nursing notes. The ICP gave instructions for patients to be screened weekly and variance in practice to be documented. Variance in practice allows for deviation from the ICP if the patient is 'nil by mouth' or off the ward for investigations meaning nutritional care cannot be administered.
Initial pro forma
A pro forma was completed at ward level to evaluate current use of an ICP by prospectively reviewing case notes. They were completed by a research dietitian looking at the documentation regarding basic nutritional care delivered to individual patients. Documentation was the 'MUST' ICP, medical records and nursing notes. In this first pro forma, a copy of MUST was included and the research dietitian completed MUST on each patient. The pro forma was used to document MUST scores obtained by the ward staff. These two scores were then compared to evaluate interrater reliability. The pro forma was piloted on records of 10 patients on two wards.
Focus groups
All grades of clinical staff from 16 wards (renal, surgical and general medical) were invited to take part in 7 focus groups. A separate focus group was run for dietitians. An initial introduction and explanation of purpose was given to each group who were then invited to talk about the 'MUST' ICP and basic nutritional care delivered at ward level. Occasional prompts were given that were limited to a few key points to minimise introducing bias.
Focus groups were digitally recorded and transcribed verbatim. Transcripts were checked for accuracy against the digital recording and repeatedly read by members of the research team to ratify emerging themes. These were used to build a thematic matrix summarising data. 16 Quotations are used as examples of discussion within the focus groups and to support themes. Main themes from the focus groups were deductively drawn from the data to allow an understanding of issues highlighted. Data were fed back to ward staff on two occasions to verify the summary for ratification of data and as a means to check rigour within the data by substantiating the researcher's interpretation. Data from focus groups were used to redesign the ICP, which was subsequently implemented on a selection of wards.
Re-design of the ICP
The care plan was re-designed taking account of the information from the focus groups. The new ICP included all the different documentation at wards level relating to nutrition. Including food record charts, variance to practice, discussions with family and carers, red tray pathway, referrals to dietetics and comments from the multidisciplinary team. This centralised nutritional documentation. The style of the document changed to include flow diagrams to illustrate care and tick boxes for recording where possible. The actions attributed to each score derived from MUST were based on the national recommendations for the use of the screening tool in acute units. 2 
Evaluation pro forma
Minor amendments were made to the initial pro forma to allow the revised ICP to be evaluated at ward level from a further prospective case notes review. Data were collected as described for the initial pro forma. These pro forma were undertaken 4 weeks after the new ICP had been introduced onto a selection of wards used for the initial evaluation.
Statistics
All quantitative data were inputted into SPSS Release 15 (Chicago, IL, USA). Descriptive statistics were performed to summarise the data. For comparison of results before and after the implementation of a new care plan, data were analysed with nonparametric Mann-Whitney U-tests. The k-statistic was used for level of agreement.
Ethical approval was given by Salford and Trafford Ethics Committee and the study was registered with the Trust following research governance procedures.
RESULTS

Initial questionnaire
A total of 100 pro formas were completed to assess the basic nutritional actions undertaken for each risk category derived from completion of 'MUST'. Pro formas were completed on two medical, two surgical and one renal wards. Members of the ward team completing the ICP are given in Figure 2 . From the 'MUST' scores, 60 patients were at 'low risk', 19 were at 'moderate risk' and 21 were at 'high risk' of malnutrition. Nutritional care required for patients who were at risk of malnutrition was required in 40 cases, assistance to eat and drink was documented in 9 (22%) cases and in 11 (27%) cases snacks were offered in between meals. In 12 (30%) instances it was documented that alternative snacks or a supplement was offered and in 12 (27%) cases food charts were completed.
The 'MUST' scores were correctly recorded for height in 93 cases, usual body weight was correctly recorded in 84 cases, weight in 69 cases and the date of screening was recorded in 86 cases. In the absence of weight and height measurements, the Adherence to a care plan from 'MUST' C Cooper et al 'disease effect' score was used to determine risk status. Results from 'MUST' scores completed by ward staff and dietitians were compared and they agreed in 92 cases, and the level of agreement was good; k ¼ 0.87 (P ¼ 0.001).
Focus groups Of the 42 clinical ward staff and 9 dietitians invited to attend the focus groups, a total of 36 attended (30 clinical ward staff and 6 dietitians). The major themes that emerged from the analysis of the transcripts are summarised in Figure 3 , and within and between comparisons of groups are shown in a data matrix ( Table 1) . The main themes from the focus groups are discussed below and include: duplication of documentation; operational issues; priority of screening; lack of understanding; time pressures; and flow of patient care. Quotations typifying responses are given in Table 2 .
Main themes from data Duplication was mentioned in all focus groups, and food record charts and nursing records were the main places where the ward staff stated they documented basic nutrition interventions. There was general agreement within the groups regarding this issue and a consensus that duplication for dietitians and ward staff should be reduced. Time pressures were mentioned in all focus groups and prioritisation of tasks was discussed highlighting some useful points for the development of an ICP.
Operational problems with documentation were highlighted. The ward staff highlighted that registered nurses were responsible for documentation including the ICP. However, they were not always the ones undertaking the task. Oral supplements were given out during the drugs round and documented on drug charts, and if patients consumed the supplement, health-care workers would document this on food charts and not on an ICP.
Style of documentation was commented on and it was suggested that it needed to be easier to fill out and 'flow more', sequential in design, mirroring the process of administering patient care. Some comments were made about the responsibility It does not always follow on for each score (G3). Meals are taken away too quickly (G4). Two people involved in giving sip feeds (G2). Red trays help (G4) What happens to food relatives bring in (G4) Need to be able to sign for tasks (G4, G6) Not always straightforward for shift changes (D5) Process could be improved (D4, D3, D5, D1)
Duplication
Repetition (G1, G2, G3, G4, G6) Signing for supplements Too many places to document things (D2, D1) Needs to be more concise (D3, D2, D1, D6, D5)
Abbreviations: D, dietetic respondent; G, focus group number; ICP, integrated care plan.
Adherence to a care plan from 'MUST' C Cooper et al of different grades of staff regarding completion of the ICP generated by 'MUST', and also benefits of the ICP when assisting patients to eat and drink as recording gave some authorisation to the task as a nursing duty.
Evaluation of revised care plan
The wards that were used to evaluate the new ICP included one each of renal, medical and surgical wards selected from the wards initially used for the first set of pro formas. For the second pro formas, 103 patients were included. From the 'MUST' scores, 42 patients were at 'low risk', 22 patients were 'at risk' and 33 were at a 'high risk' of malnutrition. Table 3 shows the comparison between baseline and postintervention for patients at moderate and high risk of malnutrition. From the initial pro formas there were 13 (9%) actions completed and from the evaluation pro formas there were 98 (52%) actions completed on the new ICP (P ¼ 0.033). All patients who were at high risk should have been referred to the dietitian.
In 9 patients in the second set of pro formas, there was some documentation with regard to 'variance to practice', regarding nutritional intervention required post screening, and there were two patients in the first set of pro formas where variance to practice was documented. Documentation regarding assistance to complete menus, prepare for meals, eat and drink and discuss the plan of care with family members is given in Table 4 .
In the initial pro forma, 97 patients had been in the hospital for more than a week and 52 (53%) of them were re-screened in their second week. In the second set of pro forma, of the 59 patients who had been in the hospital for more than 1 week, 44 (74%) were re-screened. I know what I have to do but it's the amount of paperwork that I actually have to complete that I find is off putting for me personally' . 'We're evaluating the nutritional intake on the hydration and nutrition care plan, which on our ward, is a core care plan, so you're evaluating it there and then obviously you've got this to complete and then the food charts to complete and if they're on a red tray' . 'We have a problem with the daily care plan. It's just not being completed at all really, because I think we have so many other things and other pieces of paper. We have food charts; we've got the red tray care planning' .
Time pressures 'We're so busy in the mornings doing washes, doing the beds, before we know it it's dinnertime, it's the last thing you think of looking at. It depends how busy you are' . 'They don't have time to fill it, especially when the patient has meals, normally people will fill in the food chart and then go back and see if they have been offered any alternative, which we will do. But going back to fill it, even if they are doing it they are not going back to fill it' . 'For the MRSA ICP the consequences of not doing it are a lot higher, you get called in by the senior nurse' . 'I don't think people see it as a priority, even though it is. When you are giving the tablets out there are certain things that are not in your mind; you don't think about that at all, signing your supplements like' .
Document style
It's currently quite fiddly to fill in. Yes, well it was brought up in a meeting that it isn't just their job (staff nurses) to do it but it's down to every individual to do it. I'll just say that very rarely it's completed appropriately and you may start something but then once you go off shift it's not necessarily completed by the other staff, even if they know that they're scoring on the Must scores, which can be quite frustrating when you come back and see that, yes, you signed for the ICP but then it's not continued for the days after. I think a lot of the problem with it on here has been down to training. We've had quite a few training sessions and then the responsibility has been passed on for others to train but we've just never got round to doing it. And I think it all comes down to nobody's sure who's meant to fill what part of it.
Abbreviations: ICP, integrated care plan; MUST, Malnutrition Universal Screening Tool. Adherence to a care plan from 'MUST' C Cooper et al DISCUSSION Malnutrition has been reported in a number of studies in different patient groups [17] [18] [19] and also in a variety of health-care settings. 20 However, nutritional screening is only beneficial to patient management if basic nutritional interventions are initiated. The accuracy of the screening process is also fundamental and it is essential that tools are completed correctly. In this study, scores from ward staff and dietitians were compared, and good interrater reliability was shown, demonstrating reproducibility. This has been shown consistently in the literature with 'MUST'. 21 The present study showed that involving ward staff in a developmental process has had a positive effect on completion rates for basic nutritional actions. The opinions of the groups were centred on specific operational procedures and practices in a single Trust. However, themes derived from the data can be translated into key issues that need to be considered when care plans are developed for initiating basic nutritional actions or tasks in other health-care establishments.
There was a consensus of agreement highlighted on a number of issues. These were repeated in several focus groups and can be translated into learning points that are useful to note. These include the necessity to avoid duplication, and provide simple, user friendly and self-explanatory documentation. The use of tick boxes and initials to record completion of tasks were methods suggested to decrease time. Time was identified as a fundamental barrier that resulted in poor completion rates of an ICP.
From an operational perspective, care plans need to be assimilated to work flow in the delivery of care, and documentation requires a logical sequencing that relates to tasks. It was also highlighted that care plans need to be accessible for all ward staff, so that documentation is completed directly after the task is finished.
Strategic issues identified by the focus groups were training strategies and leadership engagement. From group discussions the cascade training system implemented in the Trust was thought to be time consuming for ward staff. In this method, the Nutrition Link Nurse on the ward receives training from a Nutrition Specialist Nurse and then endeavours to deliver update training to ward colleagues. Dedicated nutritional resource nurses have been shown to provide effective delivery of guidelines at ward level in other institutions. 22 Leadership involvement was seen as fundamental to the success of the screening programme and uptake of an ICP. This was addressed by including completion of 'MUST' and an ICP onto ward managers and senior nurse inspection rounds. Focus group discussion indicated that support and direction from managers was crucial to the success of ward-based tasks.
There were sections on the ICP where there was not substantial improvement between the first and second questionnaires. These included areas of documenting variance to practice, assistance to complete menus, eat and drink and prepare for meals. This has been highlighted as a training requirement for the wards along with the need to emphasise the necessity to document 'not applicable' for the actions that are not relevant for a specific individual's care.
The re-design of the care plan aimed to increase the number of basic nutritional care actions completed at ward level. If more actions are completed at ward level from nutritional screening, there will be more monitoring of patient's dietary intake and nutritional status. Both regular weight and food record charts are included on the care plan. The identification of malnutrition at ward level is the first step in treatment and then regular monitoring in a care plan allows care to be targeted at individuals who are at a high risk. Treating malnutrition in hospitals will assist in numerous benefits, including those on the immune, respiratory, cardiac system and wound healing. 7 This will subsequently decrease hospital length of stay and improve patients' outcomes.
This study used questionnaires to compare the completion of an ICP on two separate occasions over a period of time. Data collection involved recording what had been documented on the ICP, and in ward records relating to basic nutritional support actions. Basic nutritional care actions that were undertaken by ward staff and not documented were not taken into account. Observations of ward practice could have identified if staff were delivering basic nutritional care and omitting to document their actions. The use of questionnaires in this study only reports care that was documented. However, documentation is fundamental to patient management, making it a useful exercise to evaluate an ICP. Completion of a care plan is essential for communicating that care is delivered and is also fundamental in the nutritional management of individuals with confusion. It is an essential part of professional practice within the NHS (National Health Service) for both nurses 23 and dietitians. 24 Only a selection of wards from the first set of questionnaires was used in the second evaluation, and hence there was a difference in the proportion of patients identified at each level of risk of malnutrition. This was because of the inclusion of more acute wards in the second questionnaires and that a higher proportion of patients included had chronic renal failure.
The use of focus groups has enhanced the present study and allowed barriers and facilitators to be identified in relation to the use of the ICP at ward level. Focus groups have added depth to the study by exploring how screening tools and care plans are used in clinical practice in the real world. This has allowed some understanding of why there is low adherence with ICP at the ward level. Using qualitative work in addition to quantitative work has been undertaken to address a number of research questions and has been highlighted in a review of mixed methods design. 25 To conclude, this study shows that completion rates of an ICP can be improved by involving staff in the development of documentation. However, although an improvement in documented actions was shown, there were some tasks that remained incomplete and did not improve. The results demonstrate that a screening programme requires ongoing education, training and persistence with a strategic approach to consistently strive to improve completion rates and basic nutritional support actions. Future work is required to improve areas of documentation regarding helping patients to eat and drink and liaison with family regarding nutritional management.
